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INTRODUCTION
Anxiety disorders are the most prevalent psychiatric disorders worldwide, with a lifetime prevalence of up to 33%. [1] They often run a chronic course and are highly comorbid with other anxiety and mood disorders. Anxiety disorders are associated with immense healthcare costs and huge burden. Despite the availability of evidence-based interventions, they are often underrecognized and undertreated. The major anxiety disorders in the current classificatory system include panic disorder (PD), generalized anxiety disorder (GAD), specific phobia, and social anxiety disorder (SAD). Obsessive-compulsive disorder (OCD) has been nosologically separated from anxiety disorders and classified under the section of obsessive-compulsive and related disorders (OCRDs) in the DSM-5 [2] and ICD-11. [3] Commonly described disorders in this category include OCD, body dysmorphic disorder (BDD), body-focused repetitive behaviors (BFRBs, i.e., trichotillomania and skin-picking disorder), and hoarding disorder.
Both pharmacological and psychological interventions are effective in treating anxiety disorders and OCRDs. Clinical practice guidelines often recommend cognitive-behavioral therapy (CBT) as a first-line treatment for both anxiety disorders and OCRDs. In the following sections, we discuss scientifically tested CBT models, their evidence base, and treatment recommendations for individual disorders. Treatment recommendations are graded based on the Strength of Recommendation Taxonomy system, with three levels of recommendation, based on the quality, quantity, and consistency of evidence [ Table 1 ]. [4] in planning therapy. Comorbidity generally adds to the severity of symptoms, functional impairment, and economic costs and is associated with slower rate of response. For example, the presence of severe depression may interfere with the therapy for PD. Therefore, it is important to assess for comorbid conditions and treat them.
Commonly used instruments to diagnose and assess panic attacks are shown in Table 2 . Behavioral analysis of the problem is an important aspect of assessment that would provide information on predisposing, precipitating, and perpetuating biopsychosocial and lifestyle factors. Some of the major points gathered by behavioral analysis are shown in Table 3 . Comprehensive assessment would aid in identifying the targets of therapy and choosing therapeutic components and appropriate assessment methods to monitor outcome. Having a collaborative therapeutic relationship is crucial for obtaining adequate information, enhancing motivation, and ensuring participation in therapy.
Formulating a treatment plan
Formulating the treatment plan would be based on the targets identified during assessment, which is communicated to the patient. Formulation often includes presenting a model of panic and factors maintaining the disorder, as well as the treatments available. The formulation should also include education about comorbid symptoms if present. The formulations are delivered according to the need, receptivity, and understanding of the patient. Presenting a formulation gives confidence to the patients that their symptoms can be understood, explained, and treated. The typical CBT model is based on the catastrophic misinterpretation of interoceptive stimuli. The model emphasizes a vicious cycle of catastrophic misinterpretation of normal bodily sensations, resulting in anxiety symptoms (arousal symptoms), interpretation of anxiety symptoms as indicators of impending dangerous consequences which further worsens the problem, and consequent avoidance and safety behaviors leading to maintenance of fear and anticipatory anxiety [ Figure 1 ]. [14] The standard components of individual CBT are summarized in Table 4 . [15, 16] The steps involved in administering CBT are shown in Figure 2 .
Choice of treatment settings
Therapy for PD is largely carried out on an outpatient basis. However, in certain situations (e.g., presence of comorbid severe depression/other anxiety disorders/substance abuse or dependence, failed outpatient therapy, and inability to implement therapy on an outpatient basis because of severity of illness), in-patient therapy may be offered.
Efficacy of cognitive behavioral therapy in panic disorder
CBT is the first-line psychological treatment for PD. [17, 18] There is well-replicated evidence for short-and long-term effectiveness of CBT. [19] Strength of recommendation for various psychological interventions for PD is shown in Table 5 . A recent component network meta-analysis reviewed 72 studies to disentangle the effects of components of CBT and reported that cognitive restructuring, interoceptive exposure, and face-to-face setting were associated with better efficacy and acceptability, while muscle relaxation, breathing retraining, in vivo exposure, and virtual reality exposure (VRE) were associated with lower efficacy. [19] Pharmacological interventions, antidepressants in particular, and CBT appear to be equally efficacious in the treatment of PD. [20] A long-term follow-up study of PD patients treated with CBT reported a relapse rate of 23% over 2-14 years of follow-up period. [21] Delivery of cognitive behavioral therapy Individual face-to-face mode of CBT is found to be most effective. [19] The number of sessions generally range between 10 and 15 weekly sessions; however, briefer intervention with 6-7 sessions is also shown to be effective. [22] Minimal therapist contact interventions such as bibliotherapy, internet-based CBT, and self-exposure have been studied and found to be more effective than waitlist or relaxation controls. However, unsupervised self-help is found to be less effective than therapist-administered treatments. There is a need to examine cost-effectiveness and acceptability of these interventions.
When to stop treatment
Acute treatment is stopped after addressing the symptoms causing distress, i.e., the target symptoms identified in collaboration with the patient, which may happen over 10-15 weeks. The decision on discontinuation/spacing of the sessions (weekly to fortnightly or monthly) is taken jointly. The patients are prepared for the termination in advance (at the beginning when therapy plan is proposed as well as a few sessions before termination). Patients are prepared for detecting the early warning signs and application of the techniques learned in the therapy. They are also prepared to handle the factors that may trigger panic. It has been found that supplemental CBT, offered at the time of medication withdrawal, has lowered relapse rates in some people. Psychological therapies are found to Table 3 : Behavioral Analysis of panic disorder 1. Nature, intensity, frequency, and duration of the symptoms 2. The situations/triggers for the symptoms, internal (e.g., tightness of chest, difficulty in breathing, nausea, increased heart rate, feeling tense/restless, dizziness, feeling unreal) and external (e.g., being at home alone, crowds, elevators, shopping malls, crossing bridges, theatres, public transport) 3. Feared consequences of the symptoms (e.g., fear of death, heart attack, and "going crazy" or losing control) 4. The factors that maintain the symptoms, i.e., avoidance, safety behaviors, accommodation and reinforcement of symptoms by family members 5. History of mental health and physical health problems in self and family, any adverse experiences in the family 6. Socio-cultural factors, relationships, support systems, and expectations of the patient and family members regarding treatment 7. Attempts made by the individual to overcome the problem. Awareness regarding the problem and psychological interventions 
Guidance for maintenance and follow-up
Most often, booster sessions carried out over few months would maintain the gains. A randomized controlled trial (RCT) indicated that maintenance CBT carried out monthly over 9 months after acute treatment maintained the gains up to 21 months and had significantly lowered the relapse rate (5.2%) compared to those who did not get maintenance CBT (18.4% relapsed). [23] In some people, continuing booster sessions only during relapse would help. In people where there are multiple psychosocial stressors that contribute to the maintenance of PD, psychological therapies have to be adapted to the mode of maintenance therapy (similar to chronic illness). Augmentation of CBT with mindfulness, acceptance and commitment therapy (ACT), or supportive therapy according to the necessity as assessed by a clinician also might be helpful. However, there is a need to examine the effect of augmentation of therapies in treatment-refractory cases.
GENERALIZED ANXIETY DISORDER
Patients with GAD worry excessively over everyday things and experience excessive anxiety. They find it difficult to control the worry and often experience symptoms, such as restlessness, easy fatigue, concentration difficulties, irritability, muscular tension, and sleep problems. The content of worry would include things within their control as well as which are not under one's control (e.g., illness, future, and community issues) going wrong in a catastrophic way. They involve in behaviors to reduce the worry such as reassurance-seeking, avoidance of events, and mentally preparing for events.
Lifetime prevalence of GAD ranges between 3% and 6%; it is around two times more common in women than in men. [1] GAD has a chronic course with exacerbations during stressful life events. It is associated with significant dysfunction and results in reduced quality of life and economic costs. Less than one-third of the patients seek help and mostly from primary care physicians, often for physical symptoms or for depression. GAD is highly comorbid with other anxiety and mood disorders; in addition, the risk of medical conditions is also elevated.
Assessment
It is important to ascertain the nature and content of worry. Commonly used measures of GAD are given in Table 6 . The assessment aims to ascertain the diagnosis of GAD and comorbid (anxiety/mood) disorders and exclude medical conditions with similar presentations (endocrine, cardiopulmonary, and neurological conditions). Behavioral analysis is crucial to understand the individual and environmental factors, contributing to the maintenance of symptoms as well as those that alleviate and aggravate the symptoms [ Table 7 ]. Establishing a good therapeutic relationship and facilitating motivation for therapy are important. It is also crucial to understand the patient's goals and expectation of therapy.
Formulating a treatment plan
Various cognitive models have tried to explain GAD for avoidance model of worry and GAD, intolerance of uncertainty model, metacognitive model, emotion dysregulation model, and acceptance-based model. [27] The common concepts across various models include cognitive avoidance (experiential avoidance), positive and negative beliefs about worry, poor understanding of emotions and maladaptive coping with emotions (worrying), and poor problem orientation and problem-solving. The individual formulations are tailored according to the presentation of symptoms in a patient. [27] Therapy should be planned based on the baseline assessment, expectations, and preferences of the patient and feasibility. The distress and dysfunction have to be addressed first by working on regularizing the daily activities. CBT programs typically address the physical, cognitive, and behavioral symptoms of GAD. Cognitive model (intolerance of uncertainty model) of GAD is shown in Figure 3 . [28] The essential components of CBT are given in Table 8 . [5, 29, 30] Steps involved in the delivery of CBT are shown in Figure 4 .
Choice of treatment setting
CBT for GAD is typically delivered on an outpatient basis. However, in-patient treatment may be considered in the presence of comorbid severe anxiety, OCD, substance abuse, personality disorder, depressive disorders, or self-harm behaviors.
Efficacy of cognitive behavioral therapy for generalized anxiety disorder
CBT is found to be more efficacious than waitlist control condition in treating GAD, but its superiority over other psychotherapies is not established because of paucity of comparative studies. [31] CBT may be helpful for treating comorbid depression, with gains being maintained at 6 and 12 months of follow-up. [31] There is some evidence that CBT may be more effective than applied relaxation. [31] Although both individual and group CBT are equally effective, individual therapy is associated with a larger effect size, earlier improvement in symptoms, and higher adherence. Therapy formats with eight or fewer sessions are also found to be effective; however, more number of sessions may be required when addressing worry and depression. [32] Mindfulness is found to have similar effects compared to CBT and behavior therapies. [33] A meta-analysis has shown that digital/internet-based CBT is superior to waitlist and placebo control while being comparable to face-to-face and group CBT. [34] Transdiagnostic therapies designed to be applicable across various emotional disorders have been found to be helpful, especially in those with comorbid conditions. Comparative efficacy of this intervention vis-a-vis disorder-specific therapy is yet to be evaluated rigorously. [35] There are a number variants of CBT that have been examined using RCTs with and without replication: applied relaxation, cognitive therapy, mindfulness and acceptance-based interventions, metacognitive therapy (MCT), intolerance of uncertainty therapy, cognitive bias modification, emotion regulation therapy, yoga-enhanced CBT, exercise therapy, and short-term psychodynamic psychotherapy. There is a need for further studies to replicate their effectiveness as well as comparative effectiveness to CBT. Strength of recommendation for various psychological interventions for GAD is shown in Table 9 .
When to stop treatment
The number of sessions required for improvement may vary depending on the severity of GAD and response to therapy. Although the optimal duration of therapy is not determined, people with GAD may require more number of sessions, spread over a year. Initial 12-15 sessions may be spaced closely (weekly) followed by more spaced sessions (once a month). Treatment can be terminated either when the targets are achieved or when there is plateauing of response.
Guidance for maintenance and follow-up
There are no agreed upon guidelines for maintenance and follow-up of psychotherapy in GAD. Therapy is generally long term and may require regular follow-up up to 1 year. Open appointments to help handling stressful situations that trigger beliefs of uncertainty/need for control/positive beliefs of worrying would help in coping with stressful situations and reducing severity of symptoms.
SPECIFIC PHOBIA
Phobia is defined as an excessive, irrational fear toward an object or situation that cannot be explained or reasoned Penn state worry questionnaireultrabrief version [24] A 3-item measure of worry severity GAD-7 [25] It is a 7-item screening tool for assessing severity in clinical practice and research GAD Severity Scale [26] 6-item scale to assess the severity of GAD symptoms GAD -Generalized anxiety disorder away and is beyond voluntary control. A person actively avoids the stimulus or endures it with extreme distress. There is significant impairment in the individual's functioning due to fear. Specific phobic stimuli include animals (spiders, insects, and dogs), natural environment (storms, thunder, and heights), situations (elevators and airplanes), and blood injury phobia (needles and invasive procedures). About 75% have more than one phobia. [2] Specific phobia is the most prevalent anxiety disorder, with a lifetime prevalence between 8.3%-13.8%. [1] Similar to other anxiety disorders, it has a female: male prevalence Challenge unhelpful thinking such as overestimation of likelihood of harm/something bad happening, intolerance of uncertainty, beliefs on benefits of worry and worry about worrying (beliefs about negative effects of worry) Help shift attention away from worry Challenge underestimation of one's ability to cope with the problems Behavioral strategies Behavioral avoidance is addressed through graded exposure to activities and situations and minimizing reassurance seeking or over preparing/planning (worry exposure) Worry induction and decatastrophizing (within session and home-work assignments) Teach problem solving skills for solvable practical problems and social skills training Self-monitoring would help keep track of the worry across the situations Arousal reduction and mindfulness strategies (optional) Physical symptoms of anxiety are addressed through progressive muscle relaxation and breathing retraining. Mindfulness meditation and acceptance exercises also are used to reduce focus on symptoms need for control and experiential avoidance ratio of around 2:1. [1] Treatment seeking and utilization in specific phobias are delayed or limited and many do not seek mental health consultations.
Assessment
In addition to a detailed clinical interview, assessment for CBT for specific phobia must include functional analysis of cues, extent of avoidance, safety behaviors, accommodation by others, nature of arousal symptoms, negative automatic thoughts associated with it, and degree of impairment. If there is more than one phobic stimulus, this information is obtained separately for each of them. The functional analysis will also document information on early learning experiences that are likely contributors to the acquisition of the phobia. A fear hierarchy, with an ascending order of the triggering cues, along with subjective units of distress is constructed for the purpose of exposure therapy.
Self-report of fears
The Fear Questionnaire by Mathews and Marks [36] is a self-report measure of fear and avoidance of various stimuli, including blood, traveling alone, social situations, and going to a dentist. Items are marked on both avoidance and distress experienced. Several other measures are available that tap specific fears (spider, dental, and blood injury) and may be used in addition to functional analysis.
Formulating a treatment plan
CBT for specific phobias is based on the learning theories that explain acquisition and maintenance of phobias using the two-factor model, where fear is acquired through classical conditioning (anxiety/aversive experience associated with the stimuli) and maintained through instrumental conditioning (avoidance). Acquisition of fears via modeling (vicarious) and informational learning (social messages) is emphasized by social learning theory. Cognitive models of phobia stress on the role of threat appraisal in the development of specific phobias. Based on these learning and cognitive theories, psychological treatments of specific phobias focus on exposure to phobic stimuli, habituation, and extinction of fear response and reappraisal of threat.
Exposure therapies
Exposure is the treatment of choice in the management of specific phobias and refers to deliberate presentation of the feared stimulus for a prolonged period of time, without engaging in distraction, avoidance, or any other safety behaviors, until the stimuli no longer evoke fear or the fear is significantly reduced. Habituation (to the fear response) and extinction are two key mechanisms by which exposure works.
Exposure can be delivered through several ways. The most effective way is that of in vivo exposure or direct exposure to feared stimuli, followed by imaginal exposure in which the patient is asked to imagine the feared stimuli, and in vitro or virtual reality-based exposure.
Virtual reality exposure VRE is a technology-based exposure in which the person is exposed to the feared stimulus using a simulated environment within the controlled setting and is immersive and interactive in nature, therefore closest to real-life exposure. VRE has demonstrated efficacy in specific phobias (fear of flying, interactions, and large open spaces), with large-to-moderate effect sizes and maintenance of gains over follow-up. [37] Despite its demonstrated efficacy, one of the major challenges in exposure therapy is the high attrition rate Teaching problem solving skills, social skills, and skills to distance from thoughts Review after 4-6 weeks and take decision on changing the therapy, augmenting with another therapy or medication if no response (mindfulness strategies, acceptance and commitment therapy)
Relapse prevention: Long-term therapy may be required (up to 6 months), followed by booster sessions on a monthly basis (maintain healthy routines, identify early signs, plan to identify difficult situations, and utilize the skills learnt)
Figure 4:
Steps in delivery of cognitive behavioral therapy for generalized anxiety disorder Modeling is a therapeutic approach based on vicarious learning. Modeling can be achieved by directly modeling the behavior by a role model (e.g., therapist in the session) or through video modeling (e.g., a successful medical procedure). Modeling here is used to promote or facilitate approach behaviors toward the feared object.
Systematic desensitization (SD) is a therapeutic approach is based on the principle of reciprocal inhibition. SD comprises three steps of training in deep muscle relaxation, constructing a fear hierarchy, and presenting the anxiety cues, by juxtaposing them with the experience of relaxation such that relaxation inhibits the anxiety.
While exposure therapy is the treatment of choice for specific phobias, cognitive therapy addresses threat appraisal, in addition to safety behaviors and avoidance.
Cognitive therapy in specific phobia is more effective than waitlist control and no treatment controls and may be more indicated when maintaining factors are related to cognitions and safety behaviors than merely the fear response. [38] However, few studies employ cognitive restructuring alone to allow for comparisons between treatments.
Treatment of blood injury phobia
Blood injury phobia is a distinct focal phobia that is characterized by a vasovagal response that results in fainting (syncope), and there is a drop in blood pressure rather than anxiety. Persons with blood injury phobia may additionally have significant avoidance of hospitals and other associated cues such as needles and blood. While exposure is effective in treating avoidance response to generalized cues, applied tension (AT), a technique that raises blood pressure, is recommended when working on exposure to specific cues related to the phobia. [39] AT, a five-session behavioral coping technique, has two components: learning a tension technique and applying it in specific situations. Treatment begins with providing the patient a rationale for AT based on the diphasic response of initial increase in blood pressure and subsequent drop, resulting in fainting. Patient is instructed to note down early cues of this response. Following this, the tension method is introduced, whereby patient is asked to tense, gross muscle groups across arms, chest, and legs, until the patient feels a sense of warmth in the face. In the next three sessions, the patient is exposed gradually to pictures of injury and blood and then to actual settings, such as blood donation and minor surgeries, during which the patient is instructed to apply the tension technique.
Choice of treatment setting
Most patients are treated on an outpatient basis and remain functional in most areas of life.
Efficacy of cognitive behavioral therapy in specific phobia
Review of psychological treatments for specific phobias indicates largest and consistent evidence for exposure therapies. While all modalities of exposure are effective compared to other treatment components, in vivo exposure is superior compared to imaginal and in vitro exposure. Exposure therapies also outperform treatments that do not include exposure as a component, such as applied relaxation with no exposure, only cognitive restructuring, AT. With respect to factors moderating effect size and outcome, type of phobia is not a significant factor; however, the number of treatment sessions was a significant moderator, with multi-session treatments performing better than single-session treatments. [40] Strength of recommendation for various techniques targeting specific phobia is shown in Table 10 .
SOCIAL ANXIETY DISORDER
SAD is a common anxiety disorder, with a lifetime prevalence varying from 3% to 13%. [1] It has an onset in early-to-middle adolescence and is more prevalent among women. [1] SAD is characterized by marked and persistent fear of social (meeting people, attending a social gathering) or performance (public speaking) situations, with fear of being embarrassed, scrutinized, or negatively evaluated. Social situations are avoided or endured with distress.
Other clinical features of SAD include experience of physiological arousal (e.g., fear of blushing, sweating, and palpitations) and negative cognitions (e.g., social and/or cognitive catastrophes, such as losing control over emotions and going blank). SAD is marked by functional impairment and is more than normal shyness, although people with SAD may report being shy individuals. SAD is characterized by high degree of psychiatric comorbidity. The most common comorbid conditions include major depressive disorder, other anxiety disorders, substance use disorders, and personality disorders and notably anxious avoidant personality disorder. [41] Assessment
The most widely used measures in SAD are shown in Table 11 . A detailed clinical history and a cognitive behavioral or functional analysis [ Table 12 ] are essential steps in the assessment for therapy. Assessment is aimed at identifying nature of fears, extent of avoidance, fears of negative evaluation, severity of social anxiety, and impairment in functioning and comorbid conditions.
Formulating a treatment plan
Cognitive models of social anxiety focus on self-focused attention and resultant heightened self-consciousness and self-processing biases, [47] mental representation of self as seen by others and attentional biases to threats in social situations, [48] and metacognitive processes [49] underlying social anxiety. Typical model and the steps involved in administering CBT for SAD are shown in Figures 5 [47, 48] and 6, respectively.
CBT for social anxiety is typically conducted over 14-16 sessions (weekly, over 3-4 months). The essential components of the program are shown in Table 13 . Patients may also be encouraged to use workbooks to maximize gains in therapy. [50] Systematic and repeated practice of skills is essential and the key to better outcomes across all approaches within CBT.
Exposure
Exposure is an essential component of CBT. It involves graded exposure to socially feared situations without any escape or avoidance (including distraction and safety behaviors). Exposure can be in vivo or in imagination and would be largely dependent on the nature of the feared stimuli and opportunities for exposure. Although exposure is a critical element in the treatment of phobias, there are some challenges posed in the use of exposure in SAD. These include (a) being able to ensure graduated and repeatable tasks as social situations may be variable and somewhat unpredictable in outcomes; (b) prolonging exposure time as social situations may be naturally brief; (c) ensuring that adequate time is spent in exposure, due to cognitive processes such as self-focused attention; and (d) dealing with the cognitive aspects of social phobia, such as cognitive errors. [51] These difficulties are overcome using in-session exposures, behavioral experiments, and role-plays, which provide opportunities to ensure consistency across exposure tasks.
Cognitive restructuring
Cognitive restructuring is achieved through both verbal and behavioral methods. As part of the process of cognitive restructuring, individuals are taught to (1) identify negative thoughts that occur before, during, or after anxiety-provoking situations using self-monitoring; (2) evaluate the accuracy of their thoughts using information from Socratic questioning and/or through behavioral experiments that are aimed at testing predictions (e.g., "I will stammer so much that the shop-keeper will not understand me"); and (3) generate rational alternative thoughts based on the information acquired through and rate the conviction in these rational alternatives. Cognitive restructuring techniques and exposure are interlinked in that exposure tasks and behavioral experiments can be used to challenge dysfunctional beliefs. Modification of dysfunctional beliefs can also be attempted using other verbal methods, such as asking patient to drop excessive rules for one's social behavior, keeping a log of positive experiences that counter their predictions, recording evidence from the external situation that contradicts their biases, and facilitating perspective-taking. [47, 48] Applied relaxation Excessive physiological arousal is common in SAD and may interfere with expression of social skills and enhance self-processing biases. Some patients also report panic attacks. The role of relaxation in social anxiety has been discussed with Liebowitz Social Anxiety Scale [42] A 24-item, clinician rated measure of fear and avoidance in social and performance situations BFNE [43] A 12-item measure of the fear of negative evaluation, a cognitive component in SAD SIAS [44] This 19-item measure assesses cognitive, affective, or behavioral reaction to a social interaction in dyads or groups SPIN [45] Screening tool which assesses fear, avoidance, physiological arousal related to social phobia SPRS [46] Outcome measure consisting of five rating scales assessing key components of the Clark and Wells' (1995) model [47] of social phobia -distress, avoidance, self-consciousness, frequency of safety-seeking behaviors, and negative beliefs Dysfunctional Assumptions about self are activated (If I show others that I am anxious, people will think I am a fool": assumptions based on early experiences, high personal standards for self, negative comparisons of self to others)
Viewing self in the situation as seen by others: Looking like a fool, "appearing incompetent" "fumbling like an idiot": Also involves excessive focus on self, and selfconsciousness, attentional biases (not considering contrary information and excessive focus on self)
Safety behaviors, avoidance, attentional biases toward or away from threat, e.g., Not making eye contact or looking specifically at some persons, trying to finish conversation sooner, holding the table tight to prevent trembling Somatic/physiological and cognitive symptoms of anxiety (mind going blank, palpitations, and dryness of mouth); which also act as cues to signal danger and evidence for perceive loss of control over emotions) 
Psychoeducation
Educating client regarding factors contributing to social anxiety, role of safety behaviors, avoidance, and attentional biases in SAD, sharing the CBT model using information from assessment Self-monitoring of anxiety Self-monitoring of social and performance situations that trigger anxiety, cognitions and emotions associated with them and safety behaviors adopted Cognitive restructuring (for self-processing biases, cognitive errors and beliefs) Identifying automatic thoughts, cognitive errors, such as mind reading, fortune telling, modifying dysfunctional assumptions and fear of negative evaluation using Socratic dialogue, verbal challenging strategies (e.g., keeping a positive data log, maintain a social balance sheet to gather evidence for and against assumptions). Using behavioral experiments, based on the PETS model [46] to challenge specific predictions in social situations Reducing self-focused attention and safety behaviors Understanding self-focused attention, in maintaining social anxiety. Specific assumptions regarding safety behaviors, self-focused attention are tested using video and audio exercises, tasks for shifting of attention to external cues such as objects, sounds (to reduce self-focused attention) Graded exposure
In session (controlled exposures) and between-session exposure tasks to reduce avoidance, provide opportunities to experience and face anxiety, while dropping safety behaviors Addressing anticipatory and postevent processing (rumination)
Using self-monitoring, postevent processing is identified and avoiding rumination is recommended
Relapse prevention
Continued exposure in real life situations. Making a blue print for plans after end of active treatment. Anticipating and dealing with high-risk situations are discussed CBT -Cognitive behavioral therapy; SAD -Social anxiety disorder; PETS -Prepare-Expose-Test-Summarize varying viewpoints, with some models excluding relaxation altogether. [47, 48] Applied relaxation involves training the client through various stages of relaxation from progressive muscle relaxation to rapid relaxation, with the aim of producing the relaxation response in a short time, to be used in different social situations (applied) at the earliest experience of anxiety. It is a portable form of relaxation and involves elements of exposure in the final phase of application. It is meant to serve as a coping mechanism. The client should be aware of this and should not use relaxation as a safety behavior. Although it was initially used extensively in PD, later studies have demonstrated its role in SAD as well.
Social skills training
Majority of persons with SAD may have performance deficits due to anxiety, rather than actual skills deficits. The need to address social skills has been linked to social competence and functioning in persons with SAD. Assertiveness skills training addresses specific interpersonal skills such as making and refusing requests, expressing negative and positive feelings, negotiating, and bargaining. Social skills training (SST) involves a significant component of exposure to social situations as part of the training and contributes to the reduction in anxiety. The common techniques used for SST include modeling, role-play, behavioral rehearsal, reinforcement, feedback, and homework practice.
Choice of treatment settings
Most treatment-seeking persons with social anxiety are treated in outpatient settings since they are often employed or engaged in other activities despite their anxiety. In-patient setting may be considered only when patient has other comorbid conditions, such as severe depression.
Efficacy of cognitive behavioral therapy in social anxiety disorder
Among the various interventions, individual CBT appears to have the largest effect size for the treatment of SAD. [52] The most frequently examined components of CBT for SAD include exposure therapies, cognitive restructuring (with and without exposure), applied relaxation, and SST. Exposure alone or in combination with cognitive restructuring has demonstrated the greatest effect sizes among the various components of CBT, and other components when incorporated with exposure result in significant changes in symptoms. Studies examining SST and its efficacy in SAD indicate that little evidence for SST alone in SAD. [53] However, social skills, in combination with exposure, are reported to yield larger effect sizes than exposure alone. [54] The recommendations for psychological intervention components of CBT are shown in Table 14 .
Third-wave behavior therapies and other psychological approaches for social anxiety disorder
There is limited but emerging evidence for newer therapeutic approaches, within CBT such as ACT and mindfulness-based interventions, as well as for manualized psychodynamic psychotherapy and interpersonal therapy. Therapeutic components in each of these approaches have been modified for social anxiety. These also incorporate strategies similar to self-exposure, restructuring of beliefs regarding self and skills training. Hence, it may be difficult to ascertain exact mechanisms that result in improvement with these therapies.
Variants in delivery and format of cognitive behavioral therapy
Attempts to deliver CBT in varying formats have been reported. These include cognitive behavioral group therapy (CBGT), brief CBT and internet-delivered CBT (ICBT), and VRE therapy (VRET).
Rapee and Heimberg's cognitive behavioral group therapy (CBGT) model has been examined widely. [48] Reviews comparing individual CBT with group CBT report that both are equally effective in reducing levels of social anxiety.
There is a paucity of evidence for the efficacy of brief CBT; however, preliminary evidence suggests that this may be a promising approach. [55] Internet-delivered cognitive behavioral therapy In a review of over 21 studies, of both guided and unguided ICBT for SAD, substantial reductions in social anxiety were noted, with larger within-group effect sizes and long-term gains from 3 months to 5 years. [56] However, ICBT may not be equally beneficial in all patients with SAD and careful Psychoeducation regarding SAD and sharing cognitive behavioral therapy model using information from assessment
Self-monitoring of anxiety situations, thoughts and emotions

Identification of triggers of social anxiety, patterns of avoidance, and safety behaviors
Cognitive restructuring by identifying automatic thoughts and challenging them Graded exposure (in session and between session) along with graded cessation of avoidance, distraction strategies and safety behaviors
Reducing self-focused attention and safety behaviors, video and audio feedback to address self-processing biases (recording a presentation and playing it back to challenge biases)
Using behavioral experiments and Socratic dialog to address dysfunctional assumptions and high standards set for self in social situations about self Addressing anticipatory and post event processing (rumination)
Relapse prevention (developing blue prints for future situations)
Figure 6:
Steps of cognitive behavioral therapy for social anxiety disorder screening of patients is important. It must be noted that control groups have been largely waitlist groups. A systematic review comparing ICBT with face-to-face therapy found that the two modes of CBT delivery were equally effective for SAD. [57] Virtual reality for social anxiety disorder Virtual reality is an emerging CBT component for SAD. It offers opportunities for exposure to interactions and other situations, under simulated conditions. Generalization from virtual reality to actual social situations may be a challenge when in vivo exposure and homework are not planned. Studies on virtual reality for social anxiety additionally indicate that VRET alone is not as effective as compared to individual in vivo exposure therapy or virtual reality that combines actual social interactions. A meta-analysis of technology-based interventions for SAD, including VRET, ICBT, and cognitive bias modification, indicated that both ICBT and VRET show promise in reducing symptoms of SAD and that ICBT had an advantage over active control conditions. [58] Other therapeutic approaches and third-wave therapies MCT [59] employs strategies such as detached mindfulness, attentional control training, and metacognitive Socratic dialog in addition to classic CBT. Evidence for its efficacy and superiority over traditional CBT is limited. It may be helpful in addressing metacognitions. [60] When to stop treatment Termination of active sessions in CBT is determined by the reduction in symptoms, rated on measures of anxiety, avoidance. [61] Active sessions may be terminated when the patient reports improvement on both self-report and clinician-assessed measures. It is recommended that at the start of the therapy, the therapist and patient collaboratively discuss the goals of therapy and expected realistic outcomes. Unlike in other anxiety disorders, complete extinction of anxiety is unlikely in SAD. This is particularly true when patients have generalized social anxiety and/or AAPD.
Guidance for maintenance and follow-up
Relapse prevention is an essential component of CBT for SAD. Due to the nature of SAD, continued practice of exposure is recommended. Maintenance of gains is determined by how prepared the patient is to deal with future situations of anxiety. Hence, during the phase of termination, the patient and therapist discuss and prepare a blueprint of what to expect after termination of active sessions and the importance of reduced avoidance. Booster sessions may be planned collaboratively to enhance consolidation and continued learning for specific skills. Studies on CBT suggest maintenance of gains in social anxiety up to a year following therapy.
OBSESSIVE-COMPULSIVE DISORDER
OCD is a disabling psychiatric disorder characterized by the presence of obsessions and compulsions. Obsessions are repetitive intrusive and often unwanted thoughts, images, or urges, which are associated with anxiety or distress. Patients with OCD perform repetitive and often ritualistic behaviors and/or mental acts to decrease the anxiety/distress associated with obsessions. The current classificatory systems recognize that insight of patients regarding the irrationality or excessiveness of their symptoms may vary from good to poor to delusional.
OCD has a lifetime prevalence of 1%-3%. [62] Untreated OCD often runs a chronic waxing and waning course. OCD is often comorbid with other conditions such as mood, anxiety, and personality disorders, as well as childhood-onset neuropsychiatric conditions such as tic disorders and attention-deficit hyperactivity disorder. Further, obsessivecompulsive spectrum conditions such as BDD and hoarding disorder are often underrecognized comorbidities. Serotonin reuptake inhibitors and/or CBT are the first-line treatments for OCD. [63] Assessment After establishing a diagnosis of OCD, a detailed evaluation of clinical profile is necessary before initiating therapy. It is essential to identify psychiatric comorbidities including mood, anxiety, and personality disorders, which might require separate attention and also help the therapist readjust the course of therapy accordingly. It would be helpful to assess various facets of illness, including severity, nature of obsessions/compulsions, extent of avoidance, Table 15 . Behavioral analysis of symptoms [Table 16 ] aids in understanding the symptoms from a behavioral perspective and thus aids in planning therapy.
Formulating a treatment plan
Before starting CBT, it is important to discuss an individualized CBT model for OCD, therapeutic techniques involved, expected frequency/number/duration of sessions, need to tolerate anxiety as a part of treatment, need for homework compliance, and involvement of family members, if required.
Different CBT models have been proposed for OCD. The earlier two-stage behavioral model, based on learning theory, explains the acquisition of obsessive fears through classical conditioning, while avoidance/compulsions maintain the fears through operant conditioning. More recent cognitive models explain obsessions as normal cognitive intrusions, which are misinterpreted as threatening by patients with OCD due to certain underlying beliefs. These obsessive beliefs, such as exaggerated threat perception, inflated responsibility, need for perfection/certainty, thought-action fusion, and over-importance of thoughts and need to control thoughts, may be secondary to individualistic factors such as early life experiences, personality traits, and critical life incidents.
The cornerstone of OCD therapy has been exposure and response prevention (ERP), which involves graded exposure to the obsession triggers while preventing compulsive rituals and avoidance until the anxiety gradually wanes off. The principle behind ERP is the extinction of conditioned fear response through habituation and disconfirmation of underlying beliefs/assumptions. ERP also helps patients gain self-efficacy through mastery of fears without having to rely on avoidance or compulsions. Recent models emphasize on inhibitory learning paradigm. [79] Purely cognitive interventions without behavioral techniques are also sometimes employed. The CBT model for OCD is depicted in Figure 7 . The components of CBT for OCD are summarized in Table 17 . Steps involved in CBT are shown in Figure 8 .
Therapy should be planned based on a personalized formulation constructed around the symptoms and identified cognitive distortions/beliefs. A collaborative understanding of the formulation with the patient is essential before starting intervention.
Choice of treatment settings
CBT for OCD is generally provided on an outpatient basis as individual therapy. Typical CBT package is delivered over 2-3 months of 2-3 sessions a week for around 15-20 sessions.
Access to trained therapists and time constraints are major barriers in the Indian setting. Recent developments such as ICBT or computer-delivered CBT decrease direct therapist contact, and the therapy can be delivered [64] The Y-BOCS symptom checklist assesses for current, past and principal symptoms of OCD-helps identify targets of therapy The Y-BOCS severity scale is considered the gold standard for assessing severity of OCD. It is helpful in monitoring of symptoms -has expert consensus defined cut-offs for diagnosis, severity, treatment response [65] OCI-R [66] 18-item self-report measure used for assessing severity across dimensions MOCI [67] 30-item self-report scale with dichotomous responses used for screening and severity FOCI [68] Self-report questionnaire-with 2 parts for screening and severity rating Leyton obsessional inventory [69] 69-item self-report questionnaire for assessing obsessional symptoms and traits DY-BOCS [70] Assesses for severity across various symptom dimensions Dimensional Obsessive-Compulsive scale [71] 20-item self-report scale to assess severity of symptoms along 4 dimensions Scales to assess insight in OCD YBOCS, Item 11 [64] Single item -rates insight between 0-4 BABS [72] 7-item clinician-administered scale to assess the degree of conviction and insight into beliefs OVIS [73] 11-item clinician-administered scale to assess severity of overvalued ideation Assessment of related constructs FAS [74] 13-item clinician-administered scale to screen and monitor family accommodation OBQ [75] 44-item self-report to assess beliefs underlying development and maintenance of OCD MCQ-30 [76] Self-report questionnaire which assesses beliefs about thinking DPSS [77] 16-item scale for assessing the tendency and emotional impact of disgust University of São Paulo Sensory Phenomena Scale [78] Self-report scale which includes checklist and assessment of severity for sensory phenomena in OCD subjects in the home atmosphere. The principles of CBT are similar to that of office-based CBT, but the major part of the intervention is done by logging to a website and administering online self-help material. Periodic therapist contact (online or telephonic) may be necessary to improve outcomes and prevent dropouts in internet-based therapy. [80] Notwithstanding promising results from uncontrolled trials, there is limited evidence in the form of well-controlled trials. Moreover, this mode of intervention has not been evaluated in the Indian setting.
Intensive residential treatment (IRT) is a form of in-patient treatment for OCD, which is generally provided for severe and treatment-resistant patients, who do not respond to outpatient treatment. It is a multidimensional treatment that involves elements of medication management, intensive behavioral therapy, milieu support, and sometimes group therapy. The CBT sessions are more intensive with close supervision of ERP by a multidisciplinary team of trained therapists. Exposure tasks are facilitated by addressing therapeutic milieu and family accommodation.
Efficacy of cognitive behavioral therapy in obsessivecompulsive disorder
CBT involving ERP has been consistently shown to be efficacious in the treatment of OCD. [81] All treatment guidelines, including Indian guidelines, recommend CBT as a first-line treatment for OCD. [63] When therapists are available, CBT/ERP may be attempted as monotherapy in mild-to-moderately severe OCD. Severely ill patients may require a combination of CBT and an Selective Serotonin Reuptake Inhibitor (SSRI). CBT is the first-line augmenting strategy for partial/nonresponders to SSRIs. [82] A recent meta-analysis did not find significant difference in efficacy between individual and group therapy. [83] However, group therapy unlike individual CBT has not been evaluated in large well-controlled studies.
With regard to IRT, uncontrolled studies from different centers have shown improvement in 50%-70% of predominantly treatment-resistant samples. A meta-analysis of 19 IRT studies involving 2306 participants found a mean reduction of 10.7 (9.8-11.5) points in Yale-Brown Obsessive-Compulsive Scale Table 16 : Behavioural analysis of obsessive-compulsive disorder 1 . Specific antecedents that trigger anxiety/distress, which include both external (e.g., washrooms) and internal triggers (e.g., thoughts, images).
It is important to elaborate on the specific and idiosyncratic nature of cues to plan exposure-based therapy. Build a hierarchy of the triggers based on subjective units of distress scale (0-100) 2. Feared consequence of the triggers (e.g., contracting illness, something terrible happening to family members) -would aid in planning exposure tasks, preventing subtle avoidance and plan cognitive restructuring 3. Elaborate understanding of rituals (compulsions) including overt compulsions, mental compulsions, and compulsions by proxy. The sequence and function of each ritual have to be elicited 4. Avoidance/other safety behaviors (e.g., not using public toilets, avoiding work/cooking), which passively prevent habituation and maintain symptoms 5. Family accommodation of symptoms (e.g., performing patient's work such as arranging clothes, cooking, helping patient avoid triggers, compulsions by proxy), which has to be decreased gradually as part of exposure tasks 6. Insight into obsessions and motivation for change has to be addressed before planning exposure-based strategies. 7. Personality traits, which may maintain symptoms (e.g., distress tolerance, harm avoidance, perfectionism) 8. Socio-cultural factors -cultural beliefs (e.g., about cleanliness), support system, expectation of patient and family members (Y-BOCS), with a large effect size of 1.87. [84] There is evidence to suggest that the improvement may persist up to 6 months postdischarge. [85, 86] However, difficulty in obtaining suitable controls precludes gathering higher level of evidence for this intervention.
A recent innovation is the Bergen 4-day concentrated exposure treatment, which involves concentrated exposure-based therapy over a 4-day period for groups consisting of 3-6 patients, by the same number of therapists. The therapy is described as "individual treatment delivered in a group setting" and is found to be highly efficacious in uncontrolled studies. [87] Family interventions targeting family accommodation and aimed at improving family functioning have been found to be helpful in reducing symptoms of OCD. [88] Thus, family involvement in therapy has to be encouraged, especially in those with high family accommodation.
Inference-based approach to therapy is more or less a cognitive model. It presumes that obsessive doubts arise from inferences about reality made based on an internal narrative, which is remote from empirically available sensory information. This leads to an incorrect interpretation of a distant possibility as reality, while compulsions result from acting as if the possibility is true. Therapy targets insight through reality reorientation by staying in touch with sensory information. Two controlled trials have shown efficacy comparable to CBT. [89] There is a need for larger trials, especially in those with poor insight.
Third-wave therapies such as ACT and mindfulness-based cognitive therapy are yet to be tested in controlled trials. Stress management, relaxation training, and psychodynamic therapies have scant evidence as standalone treatments for OCD. The role of pharmacological augmenters of CBT, such as d-cycloserine, is yet to be established.
The treatment recommendations for psychological interventions for OCD are summarized in Table 18 .
When to stop treatment
The decision for termination of therapy should be made based on the progress in relation to collaboratively arrived goals at the initiation of therapy. It is important to periodically monitor symptoms for the improvement and plateauing of response. While evidence suggests that full remission at the end of treatment predicts long-term outcomes, [90] it might be a utopian goal in many patients with OCD. Therapy may be terminated based on a realistic goal, when most of the planned targets are achieved, with plans for booster sessions as required. Preparation for termination of therapy should be done in advance, addressing issues such as need for continued exposure, homework tasks, stress management, relapse prevention, and optimizing functional outcomes.
Guidance for maintenance and follow-up
Although there is evidence to suggest that relapse rates are less following CBT as compared to medication discontinuation, posttherapy relapse occurs in at least 20% of patients. Factors such as lower initial severity of illness, remission at the end of treatment, absence of comorbidities, more intensive CBT, and better homework compliance predict long-term success. [91] A plan for relapse prevention plan is imperative before termination. Most CBT trials have included patients on medications. The long-term outcome of these patients without medications is not clear. Thus, medications may have to be continued over long term to prevent relapses, especially when CBT is provided as an augmentation treatment. Relapse prevention programs have been found helpful. [92] Relapse prevention programs include psychoeducation, self-exposure, stress/anxiety management, and lifestyle modification. Booster sessions with telephonic/direct contact may be planned with gradually tapering during follow-up.
BODY DYSMORPHIC DISORDER
BDD is a disabling psychiatric condition characterized by exaggerated and persistent preoccupation with perceived defects or flaws in one's appearance. [2] BDD is currently listed under OCRDs Chapter of DSM-5 [2] and the ICD-11. [3] Patients with BDD perform repetitive behaviors such as repeated mirror-gazing, exaggerated grooming behaviors, reassurance-seeking, or cognitive acts in response to appearance preoccupations. DSM-5 has an insight specifier, which helps clinicians to identify patients with BDD with poor insight, without having them assigned to a diagnosis of delusional disorder. DSM-5 also has a specifier for muscle dysmorphia. Major depressive disorder, SAD, and substance use disorders are common comorbid conditions in BDD. Suicide risk is high in BDD. The prevalence rates of BDD among both adult and adolescent populations is around 2%, and it is more common among females. [93] 
Assessment
The BDD version of the YBOCS (BDD-YBOCS) is considered the gold standard measure of BDD symptom severity, and this instrument has been used as the principal outcome measure in various clinical trials. [94] The BDD-YBOCS is a 12-item semi-structured, clinician-administered scale, which records BDD symptom severity over the past week. It is sensitive to changes with treatment and has good psychometric properties. The BDD Questionnaire is a brief self-report screening instrument with good psychometric properties. [95] Formulating a treatment plan The literature extends the best support for the use of CBT as the primary treatment for BDD. [96] The other evidence-based treatment includes pharmacotherapy with serotonin reuptake inhibitors, as in OCD. [96] Biological, psychological, and sociocultural factors in the development and persistence of BDD symptoms have been considered and incorporated into the CBT models of BDD. [97, 98] These models explain that persons with BDD exhibit selective attention over minor features of appearance, instead of paying attention to a larger picture. They also over-estimate the importance of perceived physical deformities/deficits (ascribing greater value to these flaws). Patients may also misinterpret small flaws as major personal concerns. It is theorized that self-defeating explanations result in the development of negative feelings, which in turn are neutralized with rituals such as repeated mirror-gazing and seeking cosmetic surgery. Further, they avoid social situations to minimize perceived negative evaluation. These behaviors are thought to be negatively reinforced since they result in temporary reduction of anxiety culminating in maladaptive beliefs and poor coping methods. The CBT model for BDD is depicted in Figure 9 .
CBT for BDD starts with detailed assessment of symptoms. This is followed by psychoeducation where explanations for the symptoms are provided with individualized presentation of the CBT model. The subsequent components include cognitive restructuring, exposure, and ritual and relapse prevention. Certain CBT models also include a component of perceptual retraining to address Table 19 .
Efficacy of cognitive behavioral therapy in body dysmorphic disorder
RCTs in adult participants have demonstrated efficacy of CBT in reducing BDD symptom severity as compared to waitlist controls as well as other nonspecific interventions, such as anxiety management and supportive psychotherapy. [99] [100] [101] A naturalistic 1-4-year follow-up of participants in an RCT found that the gains made at the end of CBT sessions were sustained in the long term. [102] More recently, internet-based therapist-assisted CBT has also be systematically tested and found to be useful in this condition. [103] There have been no consistent response predictors of response to CBT, but greater motivation, greater expectation from treatment, as well as better insight at the baseline may predict improvement with CBT. [104] Overall, based on the available evidence, CBT has strength of recommendation level A for BDD.
BODY-FOCUSED REPETITIVE BEHAVIORS: TRICHOTILLOMANIA AND SKIN-PICKING DISORDER
Trichotillomania (hair-pulling disorder) is a disorder of repetitive pulling out of one's own hair, while skin-picking disorder is characterized by recurrent picking of one's own skin. These conditions are often subsumed under a common rubric "BFRBs." DSM-5 [2] and ICD-11 [3] have included trichotillomania and excoriation (skin-picking) disorder within the OCRDs. Trichotillomania has a prevalence of 1%-3% across studies conducted in different populations. [105] Its prevalence is four times greater among women compared to men. There are no well-conducted prevalence studies for excoriation disorder. However, the limited existing studies report a prevalence estimate of 1%-4% for distressing excoriation conditions. [106] Anxiety disorders and depression are frequent comorbidities.
Scalp is the most common location for hair-pulling in trichotillomania followed by the eyebrows.
Hair-pulling may be preceded by various triggers, including sensory (e.g., sensations on the scalp), mood-related (anxiety, boredom, anger), and cognitive (rigidity in thinking/cognitive errors) stimuli. However, some patients report that they are not "aware" of hair-pulling, and this is referred to as "automatic" hair-pulling. About 5%-20% of individuals with trichotillomania engage in trichophagia (ingestion of hair). This may rarely lead to a gastric medical complication called trichobezoar. In excoriation disorder, the sufferers experience repeated and compulsive urges to remove certain alterations in the areas with acne, scars, and scabs. [107] The regions of excoriation may vary. Generally, multiple areas of the body that are easily accessible (face, extensor surface of the arms, and fingers) are targets.
Assessment
A summary of instruments available for the assessment of hair-pulling and skin-picking have been provided by Jones et al. [108] Massachusetts General Hospital Hair Pulling Scale (MGH-HPS) is generally recommended for measuring the severity of hair-pulling disorder. [109] The MGH-HPS is a 7-item self-report scale that measures urge to pull hair, amount of pulling, control over the behavior, and the associated distress over the previous 7 days. The Keuthen Diagnostic Inventory for Skin Picking for DSM-5 has been recommended as a quick tool to measure the severity of skin-picking. [108] Since anxiety disorders, depression, and OCD are commonly seen comorbid with trichotillomania and excoriation disorder, it is important to systematically assess for the presence of these conditions. Functional analysis of the pulling behavior helps to identify antecedent triggers (may be external and/or internal) and consequences (positive or negative reinforcement) following hair-pulling behavior.
Cognitive behavioral therapy for body-focused repetitive behaviors
Although the evidence is relatively limited compared to the other disorders discussed above, CBT is often recommended as a first-line treatment for both trichotillomania and skin-picking disorder. Behavioral techniques are more commonly employed. In particular, habit reversal therapy (HRT) is the most commonly prescribed technique. The components of HRT are elaborated in Table 20 .
Efficacy of cognitive behavioral therapy in body-focused repetitive behaviors
Multiple RCTs support the efficacy of HRT for trichotillomania, while there are few studies on skin-picking disorder too. [110] HRT has been administered in different frequency formats, ranging from 4 to 20 sessions. Dialectical behavioral augmented CBT [112] and ACT [113] have been tested in single RCTs each. Dialectical approaches may help in augmenting HRT. The components of this approach include mindfulness training where patients are encouraged to experiences the urges/emotions associated as they occur at the moment, inculcating necessary skills for emotion regulation and build distress tolerance. ACT may also be used similarly as a component in the context of HRT, whereby the patient is explained to experience hair-pulling urges and accept those urges without having to act on them.
Similar strategies are suggested for excoriation disorder also. [114] Skin-picking disorder, being a recently recognized diagnostic entity, has been less studied less extensively. HRT has been found to be useful for skin-picking disorder in a limited number of RCTs, while ACT has been tested only in uncontrolled studies. The recommendations for OCRD are summarized in Table 21 .
SUMMARY
CBT is a first-line treatment for most anxiety disorders and obsessive-compulsive-related disorders. It has also been found to be helpful in those with inadequate response to medications. Despite similarity of certain techniques such as exposure and cognitive restructuring, individual disorders have different CBT models, which have been tested and proven to be effective. For some disorders, such as specific phobia and BFRB, primarily behavioral techniques have been found to be helpful. While graded exposure is helpful in the former, habit reversal is recommended for the later. Individual face-to-face therapy has been the most rigorously tested, but group therapy also has been found effective in many conditions. Self-help therapy, such as internet-based therapy, may be helpful, especially when used with intermittent therapist guidance. Exposure using virtual 
CBT step Component
Assessment Assess the points of concern, thoughts, behaviors, and associated impairment Degree of extension into various spheres of life, avoidance behaviors, and the degree of rituals involved Assessment of insight into symptoms Examine for comorbidities -depression, social anxiety, suicidal ideations Patients' plans for cosmetic remediations such as surgery Prior medication and CBT history, if any Motivational assessment Assessment of motivation levels incorporate techniques from motivational interviewing, particularly for those with poor insight Psychoeducation Provide psychoeducation of the illness -prevalence, presenting symptoms Discuss the difference between body image and appearance Personalized model of BDD in tune with the patient's specific set of symptoms Cognitive methods Cognitive strategies -identifying and examining maladaptive/dysfunctional thoughts together with generating alternative adaptive thoughts Identify particular cognitive errors seen with the condition such as "all or none thinking," and mind-reading Addressing the core-beliefs such as "I am an inadequate person" and "I am not fit enough to be loved" Maladaptive core beliefs need to be addressed through cognitive restructuring, behavioral experiments Learning to widen the components of self-worth by including appearance-unrelated factors such as other positive factors in their personality and skills Exposure and ritual prevention (Behavioral experiments)
Develop a hierarchy of anxiety-provoking/avoided-situations Monitor the frequency and situations in which rituals occur Strategies to eliminate rituals or reduce rituals -e.g., resisting urges to check mirror, using less make-up before going out Exposure exercises like behavioral experiments to examine the validity of negative predictions and thus disconfirming the previous fears over time Perceptual training Aims to address distorted body-image perception. It helps patients learn to engage in more adaptive mirror-related behaviors such as not specifically focusing on one particular area, using objective description in place of evaluative language in front of mirror and not entirely avoiding the mirror Relapse prevention Consolidation of skills and exploring clear future plans Booster sessions may be offered, as required CBT -Cognitive behavioral therapy; BDD -Body dysmorphic disorder reality, augmentation with mindfulness, and emotional regulation strategies are exciting and emerging strategies for augmenting the effects of CBT.
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Therapy step Components
Psychoeducation Education about the disorder with explanation related to triggers and mood state associated with hair-pulling Awareness training
Helping to develop awareness of situations that triggers/ precedes hair-pulling episodes Stimulus control Patient is asked to prevent hair-pulling through reduction of the impact of conditioned-cues in the surroundings (e.g., restricting access to hair-pulling instruments) Competing response practice Encourage practicing motor-response which is incompatible with hair-pulling (e.g., clenching of fists) 
